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During complaint investigation number 28399 | i |
-and 29302, conducted on May 23, 2012, at : ,
Jefferson City Health and Rehab Center, no ! | !
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ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

i ion i i i i d plans of correction are disclosable 14
llowing the date of survey whether or not a plan of correction is provided. For nursing homes,_the above findings an corr ar a
ys fo!?owing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
ogram participation.
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